and had a sudden onset of severe headache associated with vomiting ten days before admission. She re-bled on the tenth day, lost consciousness and on recovery was found to have a right hemiparesis with global dysphasia. Dott performed a lumbar puncture and obtained blood stained cerebrospinal fluid (CSF). He commented "The findings ... when taken together form a very perfect picture of leakage from an intracranial aneurysm, the aneurysm being situated above the tentorium and on the left side of the head." His provisional diagnosis was "Aneurysm at bifurcation of left internal carotid with recurrent leakage." Treatment included codeine and venesection of 550 ml of blood when her blood pressure rose to 145/105. A further coma-producing haemorrhage occurred on the fifteenth day and she died two days later. At necropsy a 4 mm ruptured aneurysm of the terminal left internal carotid artery was shown.
During the next five years Dott managed eight patients with possible or proven intracranial haemorrhage, in three subarachnoid haemorrhage was proven by lumbar puncture. During this period Dott recognised different presentations of ruptured intracranial aneurysm, the oculoparetic, the apoplectic and the tumour-like4 and he also recognised that there were different aetiologies of intracranial haemorrhage such as haemorrhage associated with severe hypertension, haemorrhage associated with syphilis, and haemorrhage into tumours. Dott for the clot, and became organised into fibrous tissue with it. Why not expose a bleeding aneurysm and deal with it after this fashion?".4
Colin Black was a 53 year old Edinburgh solicitor and a governor of the Royal Hospital for Sick Children in Edinburgh. On the 6 April 1931 "he was struck by a sudden and extremely severe pain affecting chiefly the back of the head and neck ... there was a curious tingling feeling, worse on the left side. Half an hour after the onset ofthis condition he vomited, and he vomited frequently during the next twentyfour hours". The diagnosis was confirmed by lumbar puncture and "complete rest and particularly avoidance of strain of any sort commenced". Dott arranged for bed rest at home, regular enemas and then satisfied with his arrangements he wrote in the notes "at this time I went on holiday myself". Eight days later Colin Black had a further haemorrhage and fourteen days after his initial haemorrhage he had a third coma-producing haemorrhage. Dott figure  1) . The left carotid artery was approached subfrontally and "the whole length of the left optic nerve was now in view ... the arachnoid was divided further laterally exposing the left internal carotid artery". The carotid was followed up to the bifurcation where "a comparatively recent blackish clot . . . was gently detached ... with a blunt spoon". The middle cerebral artery was "literally dug out of blood clot. As this was being done some frank arterial bleeding occurred, this appeared to come from the posterior surface of the middle cerebral artery about 1 cm from its origin".
Neurosurgeons today will be familiar with the sensation induced by rupture of an aneurysm during its exposure. Dott controlled the haemorrhage by applying muscle "steadily maintained for twelve minutes"4 and wrapped the aneurysm: "muscle was now carefully packed in such a way as to clothe the middle cerebral artery for its first 2 cms in quite a thick layer of muscle". Dott performed a subtemporal decompression before closing the 
